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What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice.

 

Inspection of the newly installed 

10-year lithium battery smoke 

detectors had been completed, 

but not notated on a clearly 

identifiable checklist that could be 

readily identified during the 

related visit.  Those inspections 

have been identified and included 

on a clearly identified checklist, 

plus subsequent monthly 

inspections.

 

 

How will you identify other 

residents having the potential 

to be affected by the same 

deficient practice and what 

corrective action will be taken.

 

This finding was found to possibly 

affect all residents.

 

What measures will be put into 

place or what systemic 

changes you will make to 

ensure that the deficient 

practice does not recur.

 

The clearly identifiable checklist 

has been implemented and is in 

use.

 

How the corrective action(s) 

 K0000A Quality Assurance Walk-thru 

Survey was conducted by the 

Indiana State Department of 

Health.

Survey Date:  07/27/12

Facility Number:  000060

Provider Number:  155135

AIM Number:  100266600

Surveyor:  Steve Corya, Life Safety 

Code Specialist/ICF-IID Surveyor 

Supervisor

At this Quality Assurance 

Walk-thru survey, Westview 

Nursing and Rehabilitation Center 

was found not in compliance with 

410 IAC 16.2-3.1-19(ff).

This one story facility was 

determined to be of Type V (000) 

construction and was fully 

sprinklered.  The facility has a fire 

alarm system with smoke 

detection in the corridors and 

spaces open to the corridors with 

battery operated smoke detectors 

in 43 resident rooms and hard 

wired smoke detectors in 14 
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will be monitored to ensure the 

deficient practice will not recur, 

i.e., what quality assurance 

program will be put into place.

 

The Maintenance Supervisor has 

reviewed to ensure the proper 

and clearly identifiable checklist is 

being used and will continue to 

review this monthly for scheduled 

use.  This review has been added 

to the monthly maintenance 

schedule.

 

Compliance date: July 27, 2012

resident rooms.  The facility has a 

capacity of 95 and had a census of 

75 at the time of this survey.

The facility was found in compliance with state 

law in regard to sprinkler coverage, however, it 

was not in compliance with state law in regard to 

smoke detector coverage.

All areas where the residents have customary 

access were sprinklered and all areas providing 

facility services were sprinklered.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 08/07/12.

The facility was found not in compliance with the 

aforementioned regulatory requirements as 

evidenced by the following:
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What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice. Inspection of the newly 

installed 10-year lithium battery 

smoke detectors had been 

completed, but not notated on a 

clearly identifiable checklist that 

could be readily identified during 

the related visit.  Those 

inspections have been identified 

and included on a clearly 

identified checklist, plus 

subsequent monthly inspections. 

How will you identify other 

residents having the potential 

to be affected by the same 

deficient practice and what 

corrective action will be taken. 

This finding was found to possibly 

affect all residents. What 

measures will be put into place 

or what systemic changes you 

will make to ensure that the 

deficient practice does not 

recur. The clearly identifiable 

checklist has been implemented 

and is in use. How the 

corrective action(s) will be 

monitored to ensure the 

deficient practice will not recur, 

i.e., what quality assurance 

program will be put into place. 

The Maintenance Supervisor has 

reviewed to ensure the proper 

and clearly identifiable checklist is 

being used and will continue to 

review this monthly for scheduled 

07/27/2012  12:00:00AMK9999State Findings

3.1-19 ENVIRONMENT AND 

PHYSICAL STANDARDS

3.1-19(a) The facility must be designed, 

constructed and maintained to protect the 

health and safety of residents, personnel 

and the public.

This State Rule has not been met as 

evidenced by:

Based on interview and record review, the 

facility did not have documentation of a 

system for maintaining the batteries in the 

battery powered smoke detectors in 43 of 

43 resident rooms.  This deficient practice 

could affect all the residents.

Findings include:

Interview with the facility maintenance 

person at 2:45 p.m. on 07/27/12 indicated, 

"We didn't document the monthly checks 

of the battery operated smoke detectors.  

There should be two months worth. The 

smoke detectors were installed in April of 

2012."  A review of the facility 

maintenance records did not produce 

documentation of a checklist for the 

battery operated smoke detectors.
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use.  This review has been added 

to the monthly maintenance 

schedule. Compliance date: 

July 27, 2012 

3.1-19(a)
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